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Abstract
Background: Mental health is an integral part of health and well-being and yet health systems have not adequately
responded to the burden of mental disorders. Integrating mental health services into primary health care (PHC) is the
most viable way of closing the treatment gap and ensuring that people get the mental health care they need. PHC
was formally adapted by the World Health Organization (WHO), and they have since invested enormous amounts of
resources across the globe to ensure that integration of mental health services into PHC works.
Methods: This review will use the SPIDER (Sample, Phenomenon of Interest, Design, Evaluation, Research type)
framework approach to identify experiences of mental health integration into PHC; the findings will be reported using
the “Best fit” framework synthesis. PubMed, EMBASE, PsycINFO, and Cochrane Central Register of Controlled trials
(CENTRAL) will be searched including other sources like the WHO website and OpenGrey database. Assessment of bias
and quality will be done at study level using two separate tools to check for the quality of evidence presented.
Data synthesis will take on two synergistic approaches (qualitative and quantitative studies). Synthesizing evidence
from countries across the globe will provide useful insights into the experiences of integrating mental health services
into PHC and how the barriers and challenges have been handled. The findings will be useful to a wide array of
stakeholders involved in the implementation of the mental health integration into PHC.
Discussion: The SPIDER framework has been chosen for this review because of its suitable application to qualitative
and mixed methods research and will be used as a guide when selecting articles for inclusion. Data extracted will be
synthesized using the “Best fit” framework because it has been used before and proved its suitability in producing new
conceptual models for explaining decision-making and possible behaviors. Synthesizing evidence from countries across
the globe will provide useful insights into the experiences of integrating mental health services into PHC and how the
barriers and challenges have been handled.
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Background
Description of the condition
Mental health as defined by the World Health Organization
is a state of well-being in which every individual realizes his
or her own potential, can cope with the normal stresses of
life, can work productively and fruitfully, and is able to
make a contribution to her or his community [1]. It is an in-
tegral part of health and well-being and yet health systems
are yet to adequately respond to the burden of mental
health problems. Up to 85% of people with severe mental
disorders in low-income and middle-income countries re-
ceive no treatment for their disorder [2, 3]. Mental and be-
havioral disorders are estimated to account for 14% of the
global burden of disease with 19% of the burden in sub-
Saharan Africa (SSA) [4]. If untreated, mental and behav-
ioral disorders are likely to cause severe disability and heavy
socio-economic burden on families and communities [5–9].
Integrating mental healthcare services into primary health
care (PHC) is among the most viable means of closing the
treatment gap and ensuring that people get the mental
healthcare they need [7, 9].
Description of the intervention
PHC is the first point of contact an individual has with
the health system and is essential to making health care
universally accessible to individuals and families in the
community in an acceptable and affordable way with full
participation [10, 11]. It was formally adopted by the
WHO through the Alma-Ata declaration as the best
method for providing a comprehensive, universal, equit-
able and affordable healthcare service and that it had the
ability to reduce stigma, improve access to care, reduce
chronicity of mental illness and improve social integra-
tion [4, 12, 13]. The Alma-Ata model of mental health
integration recommends that countries build or trans-
form their mental health services to (i) promote self-
care, (ii) build informal community care services, (iii)
build community mental health services, (iv) develop
mental health services in general hospitals, and (v) limit
reliance on psychiatric hospitals [14].
Furthermore, evidence suggests that mental health care
can be delivered effectively in PHC settings, and that once
identified, most mental illnesses can be treated using cost-
effective means [9, 15, 16]. Treatment of common mental
disorders at PHC can be improved through collaborative
care interventions, yielding better access to care, better
physical as well as mental health outcomes, and improved
overall cost-effectiveness [17, 18].
How the intervention might work
The WHO issued key recommendations to guide the
process of integrating mental health services into PHC;
these include (i) doing a preliminary situational analysis of
the best options for the treatment and care of mental
disorders at different levels of care, (ii) building on existing
networks/structures and human resources to provide men-
tal health services, (iii) redistributing funding from tertiary
to secondary and primary levels of care or making new
funds available, (iv) clear delineation of mental disorders to
be treated at the primary care level, (v) training of primary
care staff in identification and treatment of mental disor-
ders (vi) recruitment/education of new PHC staff, (vii)
availing of basic psychotropic medicines at primary and
secondary care levels, and (viii) adequate supervision and
support of PHC staff by mental health specialists if integra-
tion is to succeed [4].
Why it is important to do this review
There is a need to strengthen health systems to address
the existing treatment gaps for mental health given that
the WHO has invested enormous amounts of resources
to ensure that integration of mental healthcare services
into PHC is achieved [19].
Furthermore, health systems have both the hardware
(human resources, finance, medicines and technology, ser-
vice infrastructure, and information system) as well as the
software (ideas and interests, relationships and power,
values and norms) [20] at whose center are people. With-
out putting people first, there are bound to be challenges
of integrated healthcare because no established direct rela-
tionship between individuals, families in the community,
and a specific staff member have been created [7].
Integration of mental health into PHC has been done
by various countries and in different forms [21–24] in-
cluding training PHC workers to identify mental health
problems, assessing for mental illnesses during medical
standard of care, PHC providers/community health
workers and health care managers working together to
address mental health related illnesses, and availing psy-
chotropic medications to PHC centers [25]. In addition,
researchers have documented information about barriers
and facilitators to the integration process [26–28]. Inte-
gration of mental health services, for the purpose of this
review, will be defined as blending mental healthcare
services (identification, treatment, and or referral) into
the medical standard of care. PHC will be defined as the
first point of contact with the health system [29].
The review will be based on the SURE (Supporting the
Use of Research Evidence) guide that focuses on barriers
to implementing health system changes [30, 31] (see
Table 1). The SURE framework is among the most ro-
bust with regards to the identification of and addressing
barriers to implementing policy options; however, it was
developed for implementing health changes within
Africa. This review will in part validate the SURE guide
for global use. It will synthesize and document the bar-
riers and facilitators to the integration of mental health
services into PHC and explain the implementation of
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mental health integration into PHC. The results will be
useful to key stakeholders involved in the implementa-
tion of the mental health integration into PHC.
Review objectives
The objectives of this review are to synthesize and docu-
ment the barriers and facilitators to the integration of
mental healthcare services into primary health care.
Methods/design
The systematic review is registered in PROSPERO inter-
national prospective register of systematic reviews
(CRD42016052000). It has been written according to the
Preferred Reporting Items for Systematic Reviews and
Meta-Analyses Protocols (PRISMA-P) recommended for
systematic reviews [32]. The checklist is included as an
additional file (see Additional file 1). This review will use
the SPIDER (Sample, Phenomenon of Interest, Design,
Evaluation, Research type) framework approach [33] and
the findings will be reported using the “Best fit” frame-
work synthesis [34].
Sample
The sample or population of interest is health care pro-
viders, community health workers, health care managers,
and policy makers who have been involved in the integra-
tion of mental health into PHC. The listed stakeholders
should be involved in general health care, collaborative
care, and/or specialized health care. We will include stud-
ies from any country in the world involved in the integra-
tion of mental health services into PHC.
Phenomenon of interest
We will include studies that document the integration of
mental health services into general healthcare; are deliv-
ered at primary or community health care settings; and
are collaborative in nature (the primary health care pro-
viders, community health workers, and health care man-
agers, working together) so as to understand the how
and why of certain behaviors, decisions, and individual
experiences of integration of mental health into PHC.
Design
The theoretical framework in the studies will be used to
determine the research method used, while the details of
the study design will help to make decisions about the ro-
bustness of the study and analysis. In addition, this might
increase the detection of qualitative studies in the data-
bases in which titles and abstracts are unstructured [33].
Evaluation
Evaluation of the outcomes will be done depending on
the research question which may include unobservable
and subjective constructs like attitudes and views when
Table 1 SURE framework for identifying factors affecting
implementation of a policy
Level Factors affecting implementation




Motivation to change or adopt
new behavior




Motivation to change or adopt
new behavior
Other stakeholders (including other
healthcare providers, community
health committees, community
leaders, program managers, donors,





Motivation to change or adopt
new behavior

















Relationship with norms and
standards








Adopted from “The SURE Collaboration, 2011” World Health Organization
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compared to quantitative research [33].The outcomes
will be looked at in relation to the SURE Framework as
detailed in Table 1 to evaluate the policy option.
Research type
We will review studies that have documented experiences
and attitudes of stakeholders about integration of mental
health into general PHC; studies conducted in specialized
clinics (HIV, maternal and child health, and reproductive
health) will be included. Our search will cover three re-
search types: (i) qualitative studies that used appropriate
methods of data collection and analysis (such as ethnog-
raphy, grounded theory, phenomenology, and case studies)
[31, 35, 36]; (ii) quantitative studies; and (iii) mixed
methods studies combing qualitative and quantitative
methods of data collection and analysis which will include
cross-sectional studies, case-control studies, cohort studies,
quasi-experimental studies, and randomized control trials.
Inclusion criteria
To be eligible for inclusion, the articles will be required
to describe mental health integration (policy and, or ser-
vice provision) in PHC settings. They should involve one
or more type of care provider (doctor, nurse, social
worker, clinical officer, community health worker); deal
with any type of mental health (depression, schizophre-
nia, anxiety, or general mental health) and any age group
or population that receive mental health services; and
present barriers/challenges, facilitators/enablers of men-
tal health integration into PHC. Articles with aspects of
collaborative engagements (primary care providers with
mental health specialists and other professionals) will be
eligible for inclusion. See Table 2 for categorization of
inclusion criteria by SPIDER framework.
Articles not in a PHC or community setting, offering
training in mental health integration, and conducting a situ-
ation analysis for integration of mental health into PHC will
not be eligible for inclusion. The quality of reporting of stud-
ies will be considered when selecting articles for inclusion,
and inadequately reported studies will be excluded [37].
Search methods for identification of studies
We will search the following databases to identify poten-
tially eligible studies for review: PubMed, EMBASE, Psy-
cINFO, and Cochrane Central Register of Controlled trials
(CENTRAL). The search will be open to any language, no
date restriction will be placed, and the search terms will
be kept broad to capture potentially eligible studies. An
example of the proposed search strategy of PubMed is at-
tached as Additional file 2. In addition, other sources in-
cluding the WHO website, OpenGrey database, and
reference lists from relevant studies reviewed will be
searched. Where necessary, experts or specialist authors
in the field will be contacted.
Data extraction
Two review authors (EW and RK) will independently
screen the titles and/or abstracts of the identified records
for eligibility. The full text of all the papers identified as
potentially relevant will then be retrieved by AK and DA.
Eligible citations will be read in full-text version by EW,
EO, and ZT and evaluated for inclusion using the eligibil-
ity criteria. Disagreements will be resolved by consensus
and discussion with a third reviewer (CO) when needed.
Following the literature search, an EndNote database
(EndNote version X7.7.1 Thomson Reuteurs) will be used
to manage search results.
Three review authors (EW, AM, and RK) will inde-
pendently extract data using a pre-tested data extraction
form; discrepancies will be identified and resolved
through discussion (with the senior researcher on the
team CO where necessary). Where appropriate, we (EW)
will contact the corresponding authors of the included
studies for clarification and missing data.
Extracted data will include study title, name of the first
author, year of publication, country of study, study set-
ting, facility type (public/free at point of use, insurance
based, private/nominal payment, NGO, etc.), study type
(qualitative, quantitative and mixed methods studies),
study population/cadre (health care providers/commu-
nity health workers,/health care managers including doc-
tors, nurses, clinical officers, social workers among other
health cadres and policy makers), and barriers and facili-
tators (categorized by study type).
The key information will be identified through full-
text review and extracted by study type (qualitative/
quantitative barriers and facilitators separately), after
which it will be categorized along the parameters in
the SURE framework [30] as detailed in Table 1 in
preparation for synthesis.
This review derives its elements from three sources:
(1) key information required (population, setting, and
Table 2 Inclusion criteria
Primary research studies
Setting/population Primary health care/community
Phenomenon of interest Mental health integration (policy, and/or service provision)
Design, evaluation, and research Interviews, focus group discussions, surveys (that explored primary care providers’
experiences (barriers and challenges/facilitators and enablers), perceptions, attitudes
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intervention for synthesis and interpretation, (2)
SURE framework to guide the implementation of
health systems changes, and (3) the quality assess-
ment criteria. Two reviewers will conduct independ-
ent quality assessments of the included studies [37]
so as to inform judgment of not only the internal val-
idity of included studies but also the validity of the
findings of the synthesis [34].
Risk of bias and quality assessment
Assessment of bias and quality will be done at study
level using two separate tools to check for the evidence
presented. For qualitative studies, the Critical Appraisal
Skills Program (CASP) qualitative checklist [38] will be
used while the Effective Public Health Practice Project
Quality Assessment Tool will be used for Quantitative
Studies [39]. In order to limit publication bias, articles
from both published and unpublished data sources will
be included, information will be compared to ensure
that it is representative of completed studies conducted
in the same population, studies published in any lan-
guage will be included, and there will be no selective
reporting of some outcomes to the exclusion of others.
This process will be ensured by the primary reviewer
(EW) in consultation with EO and ZT.
Primary outcomes
The primary outcomes of the review will be the barriers
(challenges) and facilitators (enablers) to the integration
of mental health services into primary health care. We
have chosen to use the terms “barriers and facilitators”
to describe all factors that might inhibit or facilitate the
implementation of a policy option [30] which in this
case is the integration of mental health into PHC. Bar-
riers will be defined as all factors that create obstacles or
prevent progress towards attaining set goals whilst facili-
tators are all factors that make it easy or easier to attain
a set goal or complete a set task. These “factors” may be
physical or metaphorical. The content of the barriers
and facilitators will be defined by the SURE guide. The
“findings unit” shall either be predefined by the author
or identified in a verbatim quote. In order to synthesize
results across the included studies, a review of the re-
ported outcomes for each study will be done [40] by EW
and ZT to determine how the primary outcome of inter-
est has been categorized along the SURE framework and
reported for each study.
Data synthesis
Data synthesis will take on two synergistic approaches
given that we plan to include both qualitative and quan-
titative studies. In the process of data extraction, key in-
formation will be categorized by study type and given
codes which will be used in coding framework. The
synthesis will adapt the “Best fit” framework synthesis by
making reference to the extracted data from the in-
cluded studies to construct a new evidence-based con-
ceptual model regarding integration of mental health
into primary health care [34]. The conceptual framework
will be composed of a priori themes supported by evi-
dence from the studies, plus new themes generated by
the thematic analysis of evidence falling outside the
framework. The conceptual framework will be assessed
for bias and to determine if the synthesis is sensitive to
the adjudged reported quality, design or location of in-
cluded studies. Any differences between the a priori
framework and the new framework will be explored
when the synthesis is complete. This will test publication
bias within the sample of included studies as well as the
SURE framework for global use.
The process will be overseen by EO, a qualitative re-
search methods expert on the review team, to ensure re-
flexivity, rigor, and quality.
Discussion
The SPIDER framework has been chosen for this review
because of its suitable application to qualitative and
mixed methods research and will be used as a guide
when selecting articles for inclusion [33, 34]. We intend
to leave our search open to any language with no date
restriction and with broad search terms to capture po-
tentially eligible studies that will ensure that our re-
search question is answered. Data will be independently
extracted to promote reflexivity during the process.
Quality assessment tools will be applied to the selected
articles to ensure quality of evidence presented.
Data extracted will be synthesized using the “Best fit”
framework because it has been used before and proved
its suitability in producing new conceptual models for
explaining decision-making and possible behaviors [34].
In addition, evaluation of the review findings which will
include attitudes and views among other unobservable
and subjective constructs will enable us to understand
the how and why of certain behaviors, decisions, and in-
dividual experience towards integration of mental health
services into PHC. Synthesizing evidence from countries
across the globe will provide useful insights into the ex-
periences of integrating mental health services into PHC
and how the barriers and challenges have been handled.
The findings will be used to explain reasons affecting
implementation, predict how stakeholders respond, and/
or identify areas that are not functioning well within the
health system [41]. They will be useful to a wide array of
stakeholders involved in the implementation of the mental
health integration into PHC. Examples of unsuccessful in-
tegration of mental health will not cause publication bias
but simply present global experiences and best practices.
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